Objectives: The goals of the present study are to explore the association between perceived sexism and selfperceived health, health-related behaviors, and unmet medical care needs among women in Spain; to analyze whether higher levels of discrimination are associated with higher prevalence of poor health indicators and to examine whether these relationships are modified by country of origin and social class.
Introduction

G
ender discrimination or sexism can affect health to different degrees and by different pathways. Studies have shown for decades that women have often received inferior, insensitive treatment by public institutions and society in general. 1 Indeed, sexism can introduce bias, since it may have an effect on such diverse activities as the recording of deaths and the characterization and recognition of physical and psychological health problems of women over time and in a wide range of countries. 2 It has been suggested that the embodiment of experiences of discrimination can be a chronic stressor with long-term negative effects on health. 3 The maximum expression of sexism is physical and mental violence, and gender violence, particularly intimate partner violence, is responsible for a considerable number of injuries and deaths worldwide. 3, 4, 5, 6 Gender discrimination is a form of social relationship between groups marked by the power of men and the subordination of women. In the rigid sexual division of social life, men have more power and social recognition, while women are relegated to positions of invisibility and are not assigned a social value. These positions of men and women have been legitimated over time, with their being considered as inevitable and appropriate, so that for centuries in Western countries transition to adult life has involved the commencement of paid or productive work for men, while for women it has involved marriage, motherhood, and what has been termed ''reproductive work.'' Whereas productive work brings economic independence and full recognition of citizenship, reproductive work implies dependency and delegate citizenship. 7 The progressive incorporation of women into the labor market has had the effect of breaking down this traditional 1 Agència de Salut Pú blica de Barcelona, Barcelona, Spain. 2 Universitat Pompeu Fabra, Barcelona, Spain. 3 CIBER Epidemiología y Salud Pú blica (CIBERESP), Spain. 4 Universidad de Alicante, Alicante, Spain. 5 Unitat de Planificació , CatSalut, Catalonia Health Department, Girona, Spain. 10.1089=jwh.2009.1594 social order. Nevertheless, in addition to facing greater unemployment, precarious contracts, and lower wages, 8 women have to deal with pronounced gender segregation, of which both horizontal and vertical forms can be recognized. Horizontal segregation means that men and women have different occupations which typically results in women's being concentrated in a smaller range of occupations, especially in the services sector. Vertical segregation, on the other hand, refers to the fact that women typically occupy less-skilled positions with less authority and find their career advancement limited by a ''glass ceiling. '' 7 Over the last decade, increasing evidence supporting a relationship between discrimination and different health outcomes has been presented. Most studies have analyzed the impact of perceived discrimination on mental health, 9, 10, 11 although some studies have focused on its impact on other health problems and issues, such as hypertension, healthrelated behaviors (smoking, alcohol consumption, and drug use), and the use of health services. 3, 12, 13, 14, 15, 16 Some studies have aimed to increase the visibility of discrimination against women and the absence or neglect of laws to eradicate this inequality. 17 Few studies have analysed the association between sexism and health, and those that have addressed this issue have mainly been undertaken in the United States. 3, 14, 17, 18 Moreover, few scientific studies have examined the potentially different patterns of sexism and their relationship with health status by social characteristics such as ethnic group or socio-economic position. 18 In Europe, research in this field is scarce and especially so in southern Europe, where very traditional gender attitudes still persist. The last Spanish Health Interview Survey (2006) included a measure of perceived discrimination for the first time. 19, 20 Given this situation, our objectives are, firstly, to explore the association between perceived sexism and selfperceived health, health-related behaviors, and unmet needs for medical care among women in Spain; secondly, to analyze whether higher levels of sexism are associated with a higher prevalence of poor health indicators; and, finally, to examine whether these relationships are modified by country of origin and social class.
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Material and Methods
Study population, and sample and data collection Data were taken from the 2006 Spanish Health Interview Survey, a cross-sectional survey based on a representative sample of the noninstitutionalized population. This survey used multiple-stage stratified sampling. First-stage units were census tracts, whereas second-stage units were family households. Within each household an adult (16 years or older) was selected to complete the questionnaire and, where applicable, one child (from 0 to 15 years). The selected sample included approximately 31,300 homes spread over 2,236 census tracts. The total number of people interviewed older than 16 years was 29,476. Data were collected through face-toface interviews at home between June 2006 and June 2007.
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Since the prevalence of perceived sexism among women aged 16-19 years and among those aged over 64 years was very low-9 cases for the group aged 16-19 years (1.1%), and 13 cases in those >64 years (0.4%)-the present analysis was restricted to women aged 20-64 years (n ¼ 10,927).
Variables
Dependent variables
Six dependent variables were considered: four were related to health status, one to health-related behaviors (smoking), and one to the use of health services. All these variables have been associated with discrimination 3,13 except having had an injury, although, as Krieger noted, socially inflicted trauma (mental, physical) in society at large may be a pattern of embodying discrimination. 3 Self-reported health status was measured through a single question: ''Would you say your overall health is very good, good, fair, poor, or very poor?'' A dichotomous outcome variable was created (1 ¼ fair, poor or very poor; 0 ¼ very good, good). This variable has been previously associated with morbidity and mortality. 22 Mental Health was measured by the 12-item version of the General Health Questionnaire (GHQ-12). 23 This screening instrument is widely used to detect risk of current, diagnosable psychiatric disorders. It focuses on breaks in normal functioning rather than on lifelong traits; therefore it covers personality disorders or patterns of adjustment when these are associated with distress. As recommended by the authors of the questionnaire, we used a two-point scoring method rating individuals as not having (0) or having (1) poor mental health. Individuals found to have total scores of 3 or more were classified as having poor mental health. 24 Hypertension was assessed through self-reporting and was elicited by a question about whether the respondent had suffered from hypertension during the previous year. This question was part of a list of 27 chronic conditions. Self-reported hypertension is a common form of assessment used in large-scale surveys in the absence of measured hypertension. It has proved to correlate well with medical records 25, 26 and with individual blood measurements. 27 Having had an injury during the year before the survey (yes, no). Smoking status grouped by those who have at some time smoked (daily, nondaily smokers, and past smokers) and nonsmokers. An unmet need for medical care was measured through the answer to the question: ''In the last 12 months has there been any time when you needed medical care but could not get it?''
Independent variables
Sexism. Exposure to sexism was the main independent variable. We used a discrimination instrument based on Krieger, 28 asking whether the interviewee had ''during the last year experienced discrimination, been prevented from doing something or been hassled or made to feel inferior because of his=her sex, ethnicity or country of origin, educational level or social class, sexual orientation, or religion.'' If the answer was yes, they were then asked which of the types of discrimination referred to they had suffered in the following six situations: ''at work, getting a job, at home (discriminated by his=her partner), at home (discriminated by others), getting medical care, in the street or other public setting.'' Answers were modeled as per a Likert scale: never, sometimes, often, constantly. Only
1% of the sample between 16 and 64 years of age did not answer this question. We considered a person to have experienced sexism if they felt they had been discriminated against on the grounds of their sex. Hence, we obtained two measures: sexism: yes=no; and a summary score of frequency by adding all types of perceived sexism in any situation. ''Sometimes'' had a value of one, ''often'' a value of two, and ''constantly'' a value of three. The total sum of the scores ranged from zero (no discrimination) to 90 (if ''constantly'' was answered for the 6 situations in the 5 types of sexism). A score of 1 was attained in the case of 36.3% of discriminated women, a score of 2 in 23.6%, 3 in 17.5%, and more than 3 in 22.6%. Based on these results, we created a four-level categorical variable: 0, 1, 2, and 3 or more.
Social class and country of origin. In order to explore the different patterns of the relationship of sexism with health problems, we made a stratification through the introduction of social class and country of origin as effect modifier variables.
Social class was assigned as a function of the highest occupation of all household members (respondent, partner or person with the highest salary in the household) 29, 30 and measured with the widely used Spanish adaptation of the British Registrar General classification. 31 Class I includes managerial and senior technical staff and freelance professionals; class II, intermediate occupations and managers in commerce; class III, skilled non-manual workers; class IV, skilled (IVa) and partly skilled (IVb) manual workers; and class V, unskilled manual workers. Because of the low number of individuals in some categories, the six original classes were merged into two groups: nonmanual (I, II, and III) and manual (IV and V). Country of origin was defined as the country or region of birth given by respondents. It was categorized as ''Spanish''; ''Another rich country'' (Australia, Austria, Belgium, Canada, Denmark, Finland, France, Germany, Ireland, Italy, Japan, Republic of Korea, Ireland, Netherlands, Norway, Portugal, Sweden, Switzerland, United Kingdom, and the United States. These are EU-15 countries and countries having a human development index 0.9 32 ); or ''A poor country'' (all other countries). Because of the small sample size (2.1% of all women) and the low prevalence of sexism reported by women from rich countries, the examination of the relationships between sexism and poor health outcomes by country of origin was limited to women born in Spain and poor countries.
Confounding variables. The categories included in the logistic regression models were: age marital status (single, married or cohabiting, widowed, divorced, or separated) employment status (working outside the house: yes=no) social support (assessed with the Duke profile, 33 ,34 a measure of 11 statements that were scored using a fivecategory Likert scale, validated in Spain. 35 These ranged from 1 (much less than desired) to 5 (as much as desired). The overall score was the sum of all responses and was defined as ''missing'' when 5 or more items were not answered; the higher the score, the greater the social support) body mass index, defined as the declared weight (in kilograms)=declared height (in meters) 2 , was used to adjust the models where hypertension was the dependent variable. 36 The BMI was categorized as <18.5 (low weight), 18.5 to <25 (normal weight), 25 to <30 (excess weight), 30 (obesity), as proposed by the World Health Organization. 37 
Data analysis
All analyses included weights derived from the complex sample design. All variables were described (number of cases and percentages), and the prevalence of perceived sexism according to the independent variables was calculated.
As a first step, we described the prevalence of poor health outcomes by perceived sexism. In a second step we obtained the prevalence of these outcomes by social class and country of origin among women. Differences between the prevalence of poor health outcomes by a dichotomous variable recording the existence of perceived sexism or not were assessed with the w-square test. A w-square test of linearity was used to analyze the influence of perceived sexism when this was broken down into the four previously defined categories (summary score).
Multivariate logistic regression models were fitted to determine the associations (odds ratios, ORs) between poor health outcomes (six dependent variables) and perceived sexism, adjusting for age (continuous), marital status, 38 working status, and social support (Duke profile in four categories). 36, 39 The hypertension model also included body mass index (BMI in four categories) as an adjusting variable 36 and the unmet need for medical care model, which included self-perceived health (in two categories) 40 as a controlling variable. In order to examine whether there was a significant increase in the OR of poor health status as the score of sexism increased, we also fitted models with this score expressed as a quantitative variable. In the next step of the analysis, four models for each dependent variable were fitted for the different categories of social class and country of origin (nonmanual from Spain, manual from Spain, nonmanual from poor countries, and manual from poor countries) in order to study whether the associations between perceived sexism and health outcomes changed in the different categories of social class and country of origin. Table 1 presents the distributions of study variables. More than half of the population belonged to nonmanual (I, II, III) social classes. A total of 13.4 % of women were born in poor countries. Most women were classed as either single or married.
Results
The prevalence of perceived sexism was 3.4% (372 cases). Perceived sexism was more prevalent in women from social classes I and II, in those from poor countries, in young women, in those who were separated or divorced, in those in employment at the time of the interview, and in those with less social support ( Table 1) .
Perceived sexism was associated with four health outcomes among women (poor self-perceived health, poor mental 
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health, injuries during the previous twelve months, and smoking) ( Table 2 ). The strongest association occurred with poor mental health (adjusted OR ¼ 2.56, 95% CI:2.05-3.18). Except in the case of hypertension, it was found that for all dependent variables, the higher the score of sexism, the poorer the health outcome, and the higher the prevalence and the values of the odds ratios.
The prevalence of poor health outcomes by perceived sexism by country of origin and social class in women is presented in Figure 1 . The prevalence of poor self-perceived health and poor mental health was higher among women from manual classes and women who perceived sexism, mainly from poor countries. The prevalence of injuries was higher for nonmanual-class women from Spain who perceived sexism and also for manual-class women from poor countries who perceived sexism. Among Spaniards, there were no differences in smoking by social class, but the prevalence was much higher among those who perceived sexism. Table 3 presents the associations between perceived sexism and poor health outcomes in the four groups of women, depending on their country of origin and social class. Poor selfperceived health was associated with perceived sexism only in Spaniards from manual classes. Poor mental health was found to be associated in the four groups of women with stronger associations among women from poor countries. Injuries were associated with perceived sexism in nonmanual Spanish women and in manual women from poor countries. Smoking was associated in Spanish women (nonmanual and manual social classes), and unmet need for medical care was only associated among Spanish women from nonmanual social classes.
Discussion
The main findings of our study are as follows: (a) perceived sexism was higher among women of social classes I-II and migrants from poor countries; (b) perceived sexism showed positive and consistent associations with four poor health outcomes (poor self-perceived health, poor mental health, injuries in the previous twelve months, and smoking); (c) these associations became stronger as the score of perceived sexism increased: the greater the degree of perceived sexism, the greater the prevalence of poor health outcomes; and (d) these patterns were modified by country of origin and social class.
To the best of our knowledge, this is the first study of sexism and health carried out in a southern European country. Moreover, it is based on a large representative sample of the country, examines a broad range of health outcomes, and considers the roles of country of origin and social class.
Prevalence of sexism
An interesting finding was the low prevalence of selfperceived sexism among women as compared with other studies in which higher percentages of women reported that they had experienced sexism in the previous year. 41 Several factors relating to the Spanish social context could help to explain the low levels of perceived sexism in this country. At the beginning of the twentieth century, Spain was relatively advanced in the recognition of women's rights, which included the right to vote, to get divorced, and to abort legally. These rights were curtailed with the establishment of the dictatorship of Franco (1939 Franco ( -1975 : political parties and trade unions were made illegal, the recognition of civil liberties was suspended, and women were relegated to household roles, with their rights being subordinated to those of men. 42 Not until more than 30 years later, following the death of the dictator, would some recovery of civil and women's rights begin. One change that had a considerable impact was the General Law of Education in 1970. 43 This formed the basis for compulsory education and allowed coeducation, which had until that time been forbidden. In 1977, the new Spanish Constitution was voted in; in 1978 the use of oral contraception was legalized; 44 and in 1985 a partial decriminalization of induced abortion was approved, 45 which by 2010 has broadened social attitudes. Since the end of the dictatorship, the incorporation of women into the labor market has increased considerably, 46, 47 as has their participation in society in general. However, the expectations of Spanish women regarding their role in society after this long period of marked gender inequalities are likely to be lower than in other neighboring countries because of their socialization, resulting in a legitimization of sexism by which the majority of women internalized or denied its existence.
What is meant by discrimination depends on social, cultural, and economic characteristics, as well as on social class and the country of origin of women, which together configure their expectations as to their role in society. Declared sexism was higher among women of advantaged social classes, as has been found in other studies. It is possible that women of the manual social class are less aware of sexism than women of nonmanual classes, 48 while nonmanual women possibly have a higher probability of not reaching their professional expectations because of the ''glass ceiling,'' a fact that could also partially explain the higher levels of sexism reported by the youngest women. Moreover, there is an increasing awareness of sexism among young women who did not live under the dictatorship.
At the end of the twentieth century, a new wave of foreign immigration to Spain began, mainly from poor countries and for economic reasons, with the rate increasing markedly at the beginning of the twenty-first century. 49 This population usually has worse living and working conditions, a fact that might explain the higher percentages of perceived discrimination among women from poor countries. In these cases, two axes of inequality are operating (gender and poor country of origin). A study carried out in Memphis, Tennessee, showed a complex relationship between socioeconomic status, race, and perceived discrimination among healthy women. The majority of white and black women (60%) reported gender discrimination, but a higher percentage of white women reported perceiving only gender discrimination (38% vs. 8%) and not other types of discrimination. Another interesting result was that women with higher education declared more discrimination. 50 
Perceived sexism and health outcomes
The associations between gender discrimination and poor mental health found in this study are consistent with studies conducted in other countries. 3, 12, 13 Mental health is the most extensively studied health outcome related to discrimination, 13, 15, 16 although few studies have focused solely on sexism. As Krieger and Wamala et al. state, the embodiment of experiences of discrimination expressed through poor mental health can be explained because perceiving discrimination provokes fear and anger and becomes a chronic stressor in the long run. 3, 51 One study has reported that sexism is independently associated with various health indicators in women, after controlling for other traditional stressors. 52 Apart from this direct link, among women sexism could be linked indirectly to mental health problems through exposure to the poor conditions of life and work, mainly among women of poor countries. Parker and Griffin described that the relationship between gender harassment in women working in traditionally male occupations and psychological distress may be mediated by overperformance demand, which implies that 746 BORRELL ET AL. these women need to overperform to gain acceptance and recognition within the workplace, resulting in excessive effort. 10 In our study, 53.1% of women who declared sexism said that they experienced it at work.
Besides the association we found with poor mental health, an outcome observed by other studies, the present study also analyzed the association of sexism with a variety of other health outcomes that have not been previously analyzed. 53 First of all, hypertension was not associated with perceived sexism. This result is consistent with other studies that have not found a positive association between discrimination and hypertension. In the Paradies review of racism and health, 59 of the 79 studies where hypertension was analyzed failed to find an association. 13 Injuries were related to perceived sexism in nonmanualclass Spanish women and in manual women of poor countries. Injuries in discriminated women occurred mostly at home, particularly among manual-class women of poor countries who perceived sexism (almost 8 out of 10 injuries at home, but 4 out of 10 among those who had not perceived sexism).
In Spain, smoking has increased among Spanish women and currently is increasing among young people, with smoking prevalence now being higher particularly among women and men of deprived social classes. 54, 55 Smoking was associated with perceived sexism in Spanish women, as has been reported in studies about racial discrimination in the United States. 56, 57 Smoking can be a mechanism to cope with the stress of perceived gender discrimination.
In our study, nonmanual-class women from Spain who perceived sexism had a higher prevalence of unmet need for medical care. One U.S. study associated gender discrimination with nonadherence to mammography screening among women with high income. Life stressors in these women, such as sexism, may therefore adversely affect the use of potentially beneficial preventive health programs. 48 
Limitations of the study
This study is limited by its cross-sectional design that prevents inferring the direction of relationships, and we cannot exclude the possibility that the perception of sexism might have been influenced by prior health status (particularly mental health). 58 However, the results found are very consistent across many poor health outcomes and different population groups. Additionally, the higher the score of sexism, the greater the prevalence of poor health outcomes. Moreover, some prospective studies have also described the association between perceived discrimination and poor mental health. 59 As has been mentioned before, the low prevalence of perceived sexism in our study can be explained by the social and cultural characteristics of Spain, but we cannot rule out underreporting related to the insufficient adaptation of the instrument used to measure sexism in the Spanish context. Future studies should improve the measure of gender discrimination to overcome this potential limitation. 60 
Conclusions
This study has shown a consistent association between perceived sexism and poor health outcomes in a country of southern Europe with strong patriarchal traditions. The implications of our findings go beyond the healthcare system and point to the need for considering health in all policy areas. The fact that sexism in different settings can cause a wide range of health problems makes it essential to consider health consequences in drawing up and implementing antigender discrimination policies. Given the interest of these results in better understanding the impact of sexism on health outcomes, it is to be hoped that similar studies will be undertaken in other countries sharing comparable social and cultural characteristics.
